The Integral Health Coordination Program (Programa de Coordinación en Salud Integral, or PROCOSI) is a network of 33 domestic and international non-government organizations (NGOs) in Bolivia. In 2000, PROCOSI developed a tool to explicitly incorporate a gender perspective in 17 of the NGOs participating in its Sexual and Reproductive Health Program by adapting the standards laid out in the -Manual for the Assessment of Quality of Care from a Gender Perspective‖ published by the International Planned Parenthood Federation/Western Hemisphere Region (IPPF/WHR). The NGOs developed action plans to address the areas of noncompliance with these standards, and a comparison of baseline and endline measures showed significant positive changes in several areas, including a decrease in unmet need for contraception, and modest changes in communication and decision-making between women and their partners. Despite these promising results, the average financial and opportunity costs of the intervention were very high (US$23,148) and problems were found with the selection of standards and with institutionalization of improvement activities.
1

I. BACKGROUND
The Integral Health Coordination Program (PROCOSI) is a network of 33 domestic and international non-government organizations (NGOs) in Bolivia. It coordinates and implements programs to improve the population's health, including a Sexual and Reproductive Health Program that provides services to nearly 100,000 women of reproductive age in the poorest and most marginalized areas in the country. These women frequently fail to go to public sector health services or participate in community health events. For this reason, PROCOSI's premise is that empowerment and capacity building must be a fundamental component of women's health care, as well as training that seeks to improve the life conditions of communities in general and women in particular. Through greater knowledge, improved social attitudes, and a wider social network, women learn to recognize their health care needs and to perceive their own participation as an expression of the full exercise of their rights.
One of the main barriers to women's increased use of health services and participation in health activities is a longstanding history of discrimination. Change must be founded upon an intercultural and gender perspective that seeks to overcome inequalities between men and women and between Spanish-speaking and indigenous populations. These inequalities exist not only in the social and cultural environment, but also in health service delivery. Therefore, health service providers need to institutionalize and put into action gender-and culture-sensitive perspectives through an appropriate institutional framework and training.
In 2000, PROCOSI implemented a project to explicitly incorporate a gender perspective in 17 NGOs that participated in its Sexual and Reproductive Health Program. As a first step in operationalizing the concept of a gender perspective, PROCOSI adapted the -Manual for evaluating quality of care from a gender perspective‖ by the International Planned Parenthood Federation/Western Hemisphere Region (IPPF/WHR) 1 . This manual recommends first conducting a baseline assessment to assess the situation according to several standards and indicators, subsequently preparing work plans to improve substandard indicators or unmet standards of quality, and finally conducting an endline assessment to determine the degree to which conditions changed. To carry out baseline and endline assessments, five instruments were used (observation guides and questionnaires for users and service providers) that compile information on 71 gender and quality of care indicators. These include indicators on institutional policies and practices, provider practices, client comfort and satisfaction, use of gendered language, information, education and communication (IEC) with clients and providers, and monitoring and evaluation of activities and programs.
Each participating NGO formed a team from among its own employees to carry out the baseline and endline assessments. These teams presented the baseline results to staff in their organizations during a workshop and participants identified several indicators that needed improvement. These indicators were used to formulate a plan in which actions to improve each selected indicator were set out in detail: the date when each action should be completed, the person responsible for carrying out each action, and the resources needed to implement them.
PROCOSI provided each institution with $3,500 to implement the actions proposed in the plans and to provide training on 13 subjects covering implementation of the strategy as well as thematic and conceptual contents that all employees in participating organizations should know. PROCOSI also created a package of eight types of printed materials to explain concepts to clients and providers, and provided a package of five related videos to each participating health center/NGO for use in waiting rooms.
On average, each organization proposed carrying out 15 improvement actions and managed to finish two-thirds of them before the end of the project. Interventions included changing infrastructure to make services more comfortable for clients (such as having rooms for tending to babies and areas for children); enhancing medical equipment; improving treatment and counseling of clients; and modifying institutional policies.
Comparison between baseline and the endline measures showed significant changes in several areas. For example, most organizations established explicit institutional policies to forbid gender-based discrimination; privacy during service delivery became almost universal; and the systematic screening of needs and client satisfaction with services increased considerably. Even more importantly, the proportion of clients who left the clinics without the contraceptive method they would have liked to use decreased by nearly 35%. A follow-up study of female clients and their partners carried out three months after their visit to the health centers showed that modest changes had also occurred in communication between women and their partners and in joint decision-making, strengthening women's capacity to give their points of view on subjects related to sexual and reproductive health and to make decisions about their personal lives and health care 2 .
Despite these promising results, the following problems were observed: 1) Each organization selected only those indicators or standards of quality that they wished to improve. Although the approach proved effective in beginning a quality improvement process, it did not guarantee that clients of participating organizations would receive a quality of service consistent with the set of standards used as a reference. For example, the final quality of service of an organization that did not meet 35 standards and which then selected five of these standards for improvement would be very different from the quality of service for an organization that did not comply with 10 out of 71 indicators and managed to improve five of these 10 indicators. From PROCOSI's point of view (and their clients), it would be much better if the service delivery NGOs in their network provided services with a consistent quality of care and that was known by their clients.
2) The process of quality improvement had a beginning and an end, and therefore this approach did not lead to the institutionalization of improvement processes.
3) Each organization spent an average of US$23,148 in implementing quality improvement activities, of which nearly 50 percent was on personnel time and the rest comprised direct costs, such as training and IEC materials provided by PROCOSI. Few organizations could replicate this approach at such a cost and a strategy must be found that achieves the same results at a much lower cost.
To address these problems, PROCOSI and FRONTIERS initiated a two-year project in 2005 to develop a system to certify service delivery NGOs and their management support NGOs as -Gender-Sensitive.‖ The certification system entails an initial self-assessment followed by the development and implementation of improvement plans, until a minimum of 80 percent of a set of quality and gender standards have been met. Teams from the NGOs implement all training activities, infrastructure changes, procedures, and revisions of statutes with their own resources. Once an internal assessment by the team shows that this goal has been met, the NGO requests an external evaluation to verify that the standards have been met, in which case the NGO receives certification at a public event. The certification is only valid for two years, however, so the NGO has to repeat the procedure periodically.
This strategy responds to the deficiencies of the approach tested in 2000, as the process guarantees a minimum compliance with reference standards of quality and hence a consistent quality of service in all participating NGOs. The certification is made public with a plaque placed at the clinic, which informs clients of the quality offered by the unit. It also improves cost-effectiveness, since teams carry out all the planned activities with their own resources, and so costs are, for the most part, the opportunity costs of the health workers' time dedicated to providing better services. Detailed information on how this certification process was implemented is provided below.
II. OBJECTIVES General objective:
To develop and test a cost-effective strategy to certify health service and management support NGOs in the PROCOSI network as providers of quality services with a gender perspective.
Specific objectives:
1. Develop guides for implementing the strategy, including a general guide for implementation procedures, a self-assessment guide for quality from a gender perspective, a self-learning guide on the necessary concepts to meet standards of quality, and a guide to measure strategy costs.
2. Determine the interest of organizations in participating in a self-certification process.
3. Evaluate the degree to which organizations can self-evaluate their compliance with standards of quality from a gender perspective and propose and implement actions for reaching standards that have not been met.
4. Evaluate whether the implementation of solutions has an effect on compliance with standards of quality.
5. Measure the costs of implementing the strategy.
6. Certify organizations that have complied with a minimum of 80% of the proposed standards as Gender Sensitive Quality Service Providers.
III. ACTIVITIES
Development of Guides
The first activity was to design the strategy and develop support materials to guide service delivery and management support NGOs through the certification process. Four Spanishlanguage guides were developed as follows (their contents are listed in Annex 1):
i. ii.
Self-Training Guide:
Many of the standards of quality selected require that personnel know specific concepts, such as the meaning of gender and reproductive health services. To facilitate learning this information, a self-training guide was developed that staff members can study on their own. The guide presents an explanation of the concept underlying each standard and the actions recommended for the standard to be met. For its development, PROCOSI's gender-sensitivity materials were reviewed, as well as materials on gender from projects in other national and international health organizations. Along with the guide, several materials were provided to support the activities, including a copy of the BRISTOL almanac, which contains dates from the Catholic calendar of saint's days and the moon calendar, which are used to calculate time in Andean communities (to facilitate follow-up), as well as a leaflet, a poster on user rights, and a video on couple relationships and quality of care services produced by PROCOSI.
iii. Assessment Guide: This guide is aimed at staff members involved in the assessment of compliance with quality standards in each NGO. It provides step-by-step instructions for conducting the assessment, presents the standards that need to be met and the instruments used to measure their compliance, and outlines procedures for processing information.
iv.
Guide for Measuring Implementation Costs:
This guide shows how to measure the direct and indirect costs incurred in implementing the strategy through five instruments that measure:
Costs of changes in institutional policies and practices Costs of meetings/workshops Costs of improvements in infrastructure, equipment, or furniture Costs of development and distribution of IEC and training material Supervision costs.
This guide also includes an information system that allows costs to be automatically calculated by means of electronic forms.
Strategy Implementation Process i. Invitation to NGOs to participate
Twenty-seven NGOs with health service delivery units affiliated to the PROCOSI network were invited to participate in this project. Out of 27 NGOs, 25 said they were interested in participating to certify either their service delivery units, management support units, or both. During the project, 10 NGOs discontinued participating. Three NGOs that provide support to MOH health facilities decided that they did not have the necessary control and support to carry out project activities; four NGOs reported a lack of human and financial resources to implement activities; one NGO preferred to postpone its participation because it did not have a defined sexual and reproductive health program; and two NGOs could not continue implementing the proposed activities as they were undergoing program and personnel restructuring. Table 1 lists the NGOs that were invited to participate and the type of participation they chose or the reasons for not continuing in the project.
ii. NGO training workshop on the strategy
A two-day workshop was held, involving about three staff members from each NGO, to explain the methodology, instruments, and materials necessary to carry out project activities. The morning of the first day was dedicated to talks related to the subjects of gender, quality and health given by representatives from national and international organizations such as the Ministries of Health and of Women's Affairs, USAID, UNFPA, and PAHO/WHO. In the afternoon, the 65 assessment indicators were presented and explained, as well as the assessment forms, action plans and the use of procedure and self-training guides. Participants did practical exercises for using the observation guides and client and provider questionnaires, simulating data collection at a health center. Several preliminary versions of the action plans for each participating unit were also developed.
iii. Self-diagnosis by NGOs
Upon returning to their institutions, coordinators held a meeting with all NGO personnel. The list of standards was analyzed in the meeting and those in charge of each area were asked which ones the NGO currently complied with and which it did not. In this way, based on the knowledge and perceptions of the NGO staff, the standards to be improved were selected (in subsequent supervisory visits, however, it was discovered that most NGOs had not used the instruments provided to them).
iv. Development of Action Plans
Next, teams put together an action plan to improve the standards that had not already been fulfilled and that they had selected for improvement. According to the guidance given, the plan should detail the activities that would need to be undertaken to correct the unmet standards, who in the organization would be in charge of each activity, a timetable for implementation, and the resources necessary to carry out actions. Based on these action plans, PROCOSI's Project Coordinator developed a follow-up and training supervision plan. This plan consisted of frequent contact via email, telephone conference calls, and two field visits per unit to reinforce knowledge acquired during the workshop, review the progress of proposed improvements, collect information on costs, and train personnel in putting internal assessments into practice. After the first series of follow-up visits, it was evident that most organizations had not used the instruments provided to make their diagnoses and that their assessments were based on perceptions. Therefore, the PROCOSI Project Coordinator and the local coordinators did an internal assessment using all project instruments during the first supervision visit.
vi. Reformulation of action plans and implementation of solutions
From the results of this instrument-based assessment, organizations then reformulated their action plans and designed new activities to reach the desired standards of quality.
vii. Follow-up of action plans
During the following months, PROCOSI's Project Coordinator visited the participating units twice to follow up on their progress and to clarify questions on the methodology, suggest activities to improve indicators, collect data, and gather information on costs. Further follow-up of activities was made via email. Although some organizations reported periodically on their progress, as agreed during the first workshop, most waited until the supervision visits to do so.
viii. Training of inter-institutional evaluators
To carry out the external validation evaluations, a two-day training workshop was held with nine participants, among them the most committed coordinators from the organizations that participated in this project and PROCOSI's managers. The agenda included reviewing and practicing the use of data collection guides and questionnaires, the manual and automatic dataentry systems, and the review of check lists. Also, a copy of the Assessment Guide was given to the participants and reviewed.
ix. Final external evaluations
The PROCOSI Project Coordinator made two follow-up visits using the assessment instruments, and participating NGOs carried out their own internal assessments to verify that standards had been met and to request the subsequent external evaluation. Teams from 14 of the 15 NGOs made their internal assessment to verify compliance with standards of quality and requested that a first external evaluation be done by personnel from PROCOSI central offices and personnel from other NGOs affiliated to the network. The first external evaluations were carried out over a period of two months, and only one organization did not meet the minimum required standards.
After this assessment was finished, an inter-institutional assessment committee was to have been established to carry out the final certification of compliance with the standards. This committee was to include representatives from domestic and international organizations (EngenderHealth, USAID, UNFPA and OPS, Ministry of Health, SEDES, the Vice-Ministry of Gender, Coordination for Women's Affairs, and others) who were informed of the project's progress throughout. However, many representatives stated that they lacked the time and resources to take part in the final assessment. Thus it was agreed that the PROCOSI Project Coordinator and the FRONTIERS Project Monitor would conduct the final external evaluation.
x. Certification of Participating Units
Formal recognition of compliance with a minimum score of 80% on the gender and quality standards was given in a National Certification Ceremony with the participation of representatives from NGOs affiliated to the PROCOSI network, international organizations, the Ministry of Health and local press. During the ceremony, representatives from each certified NGO were given a plaque of merit, an accreditation certificate, the final external evaluation report, and a CD-ROM with photographs of project activities. Certificates of participation were also given to members of the assessment committee. The national daily press published an account of the ceremony and of the organizations' achievements on the Sunday following the event, the day with the highest circulation.
After the National Certification Ceremony, certified NGOs had the option of organizing local ceremonies for uncovering the plaque of merit. To date, three NGOs have carried out ceremonies in the presence of government representatives and health authorities, two NGOs expressed no interest in doing so, and the remainder has set dates in the following two months.
IV. EVALUATION METHODS
Design
A non-experimental pretest/post-test design was used to evaluate the effectiveness of the intervention. Due to problems in implementation of their baseline assessments, NGO teams received technical assistance from PROCOSI's Project Coordinator to conduct a second baseline assessment. The coordinator and the teams conducted an endline assessment that was then confirmed through a validation assessment by an external team of evaluators. This design can be represented as follows:
Where:
Represents the initial self-assessment by the work teams in the health center/NGO O 2
Represents the baseline assessment conducted by the work teams with TA from the PROCOSI coordinator X Represents the implementation of activities to meet standards of quality and gender O 3 Represents the endline self-assessment made by work teams with the TA by PROCOSI's project coordinator O 4 Represents the independent assessment made by external certification teams
The unit of analysis for the evaluation was each health facility or the management support unit of the participating NGO, and is termed the certification unit. Two types of certification units participated and were evaluated using different indicators.
Indicators
The service delivery units were evaluated using 65 indicators of quality and gender sensitivity standards, most of them related to service delivery. Indicators measured eight standards: Institutional policies and practices (14 These 17 indicators have no relation with the direct delivery of services and focus on such organizational characteristics as organization statutes, personnel participation, and office conditions.
These indicators were adapted from those used during the original project, which in turn were based on the 71 indicators originally proposed in the -Manual to Evaluate Quality of Care from a Gender Perspective‖ by IPPF/WHR. Indicators were adapted taking into account the experiences of health centers that participated in that program, the duplication of information found in two indicators, and the low applicability of five indicators. Five indicators were also rewritten to facilitate information-gathering and make their meaning clearer and six indicators to measure the facilities' capacity to care appropriately for indigenous clients were added 3 . Annex 2 lists the indicators.
Data collection
Three instruments were used to measure the 17 quality and gender standards in the management support units: a guide for reviewing institutional documents; a guide for observing general conditions; and a guide for interviewing personnel. Five instruments were used to measure the 65 quality and gender standards in service delivery units (and were pretested at the CIES clinic in El Alto): a guide for reviewing institutional documents; a guide for observing general aspects; a guide for observing provider-client interactions during counseling or consultations; a questionnaire for exit interviews with clients; and a questionnaire for interviews with personnel. Table 2 summarizes the number of interviews and observations for each instrument. The sample numbers are standardized for all phases of the certification process, except for the external assessment, for which the sample varies according to the daily mean number of clients. It ranged between two interviews, when there was an average of two clients per day, to 15 interviews when client loads averaged 36 clients per day. The following formula was used that allows for a representative sample with 90% confidence, expecting 90% prevalence of desirable cases, with an allowed error of 10% 4 :
Sampling
Size of the sample = __________________24.35_____________ 1 + (24.35 / daily average of consultations) Generally, when the desired standard is found in 80% of all the cases (according to interviews or observations) for one indicator, the standard is considered to be met. The assessment guide describes in detail how information must be processed from the instruments to determine whether the standard has been met or not. To facilitate these calculations, a management information system was developed (based on spreadsheets to which data from the instruments is transferred) as well as one with electronic spreadsheets for those with computer data processing capabilities.
V. RESULTS
In the following section we present the results in terms of answers to four questions that show if the project objectives were met:
1. Can the organizations identify problems related to compliance with standards of quality and propose solutions that do not rely on external funding, with minimal technical assistance? Table 3 shows the number of standards that were not met by NGOs during the first internal assessment, and the number of actions proposed to meet those standards. Among service delivery units, the NGOs had an average of 56 unmet standards and each NGO proposed to carry out an average of 72 actions to rectify these weaknesses. In the case of the management support units, almost no standard had been met at the beginning of the project, and each management unit proposed an average of 22 actions to improve their status. At the beginning of the project, all service delivery units were in noncompliance with 31 of the 65 service-related standards, and all management support units were in noncompliance with 16 out of 17 standards. Table 4 shows the number of actions proposed by the units to fulfill some of the unmet standards of quality, an example of the most commonly proposed solution by units, and the number of units that suggested this solution. Annex 3 presents the complete table of all solutions proposed by the units for each unmet standard. Noncompliance with gender and quality standards was quite widespread. Table 5 below shows that at the beginning of the project, no participating unit -either in service delivery or management -complied with all the indicators in any of the subgroups of standards. In summary, Tables 3, 4 and 5 reflect low compliance with the proposed gender and quality standards at the beginning of the project, both in health centers and administrative offices.
We can conclude, therefore, that organizations can identify the standards they do not meet and can propose activities to comply with them. It must be noted, however, that at the beginning of the intervention, several organizations did a self-diagnosis based on their perceptions and experiences, and the results of this exercise were very lenient, since they indicated high compliance with standards. Thus it is vital to ensure the use of standardized instruments and methods that permit a neutral view of conditions, as the perceptions and experiences of health team members alone tend to be insufficiently objective. 2. Do organizations implement proposed actions to solve problems? Table 6 shows that by the time of the follow-up evaluation visits, most actions proposed by participating units to improve standards had been implemented. One of the service delivery units did not implement any of the proposed actions due to lack of support by its administrative office.
In the case of management support units, the staff of one unit proposed sensitization workshops, but these were not held due to personnel turnover and this unit did not manage to incorporate new policies within its statutes. Another unit was unable to implement some of the proposed workshops due to lack of time. Annex 4 compares the initial and final scores for the most frequently unmet standards. The units used several approaches to implement improvements outlined in their action plans, for example:
The highest authorities (program directors and managers) were involved in all the units to obtain support for actions implemented. One unit is currently working to increase coworker satisfaction by means of -Social Responsibility.‖ A survey was implemented for personnel to identify their needs and requirements. Based on the findings, the unit is now offering health service personnel lower prices for services at the organization's health centers. This unit is also seeking to offer more flexibility to grant short absences to solve family situations and to provide daycare service to staff-members' children. A health center relocated its visiting rooms and offices to improve client flow. One unit built a cafeteria inside the unit, and bought a set of dishes to provide snacks during regular informal staff meetings. In one unit, schedules were established for daily staff meetings (mid-morning or midafternoon) in the center's cafeteria to share experiences. One unit made obligatory the use of an algorithm to review clients' needs and systematically offer the services they needed. All service delivery units used some sort of procedure to ensure the delivery of integral care services. One unit, for example, created visiting rooms with general-practice doctors to ensure that in all visiting rooms all services were offered. Another unit made sure that all available services were mentioned during consultations. One unit hired doctors of both genders for each specialty. In this way they made sure they offered the client the option of selecting their preference for a male or female provider.
One unit carried out a -mini-media‖ contest, by grouping staff into five-person teams. Each team had to present posters or murals with key messages on SRH, gender, values, and principles. The three best teams were awarded a dinner paid by the institution, and all posters were framed and hung on the walls in different areas of the unit. One unit moved to other offices (another house), with larger and more comfortable spaces. Several units created commissions or campaigns to keep things tidy, maintain cleanliness and storage of office items, organize key organizational documents, draw up IEC materials, and develop workshops. These commissions carried out regular internal evaluations.
We can conclude that participating organizations were capable of implementing actions to solve noncompliance with quality and gender standards.
3.
Do the implemented actions affect compliance with gender and quality standards? Table 7 presents the results of follow-up visits and assessments carried out to verify compliance with the standards. The first column shows the self-assessment by each unit without the assessment instruments provided by PROCOSI. The second column shows data collected during the first supervision visit, when the PROCOSI Project Coordinator and the local coordinator used the assessment instruments. Dramatic differences can be seen, and as a consequence of this second assessment, all units had to restate their action plans to guarantee compliance with standards.
The third and fourth columns show the results of the external evaluations carried out for each unit. The first external evaluation was made by PROCOSI central office personnel and project coordinators from other participating units. The second external evaluation was carried out by the PROCOSI Project Coordinator and the FRONTIERS Project Monitor. Data from the first external evaluation show that only one unit failed to comply with the minimum prerequisites to receive the second external evaluation visit. Two units did not have data since they had not requested the external evaluation that was made in that round. The second external evaluation shows an overall increase in compliance with standards of quality, except for one service unit where compliance measures declined because a larger sample was applied, providing data that better represented the conditions in the unit. One unit remained without data because it never requested the final external evaluation. Table 8 describes the average improvement in compliance with standards for all of the units according to the type of standard evaluated. As can be seen, on average very large improvements in compliance were achieved, from 8 to 61 indicators for service delivery, and from 0 to 17 for the management support units. For the service delivery units, standards for ‗institutional policies and practices' and for ‗provider practices' were not completely corrected when the external evaluations were performed, and for management support units, only one unit still had problems with policies and practices. The rest of the standards were completely corrected by all units.
We conclude that actions by work teams did have an effect on improving compliance with standards of quality proposed by the project. 
What are the costs of achieving certification per unit?
Costs incurred to implement gender and quality improvements can be classified as economic costs (time invested by personnel in carrying out activities) or financial costs (recurrent spending, purchase of goods, improvement of infrastructure and printing and distribution of IEC material). These costs can be summarized as: 1. Costs produced by changes in policies and practices (review of documents, development of policy and practice proposals, presentation meetings, recurrent expenditures) 2. Costs of meetings or workshops (time and expenditure of participants, consultations, time and expenditure of facilitators, administrative support time, recurrent expenditures) 3. Costs of improvement of infrastructure, equipment or furniture (personnel time, purchase of goods, improvement of infrastructure, recurrent spending) 4. Costs of development and distribution of IEC material (personnel time, printing of material, distribution of material, recurrent expenditures) 5. Supervision costs (personnel time, recurrent expenditures).
A costing guide was created that included instructions for filling out five paper forms to collect this information, and five electronic forms that can be filled out manually or electronically, according to the user's preferences. Table 9 shows that the average cost 5 of activities carried out by service delivery units to incorporate the gender perspective in their programs was $4,184, while the average cost for management support units was $2,528. Figure 1 shows that there is no relationship between the cost invested in efforts to incorporate a gender perspective into programs and compliance with standards. For example, two units achieved 91 percent compliance with standards of quality and gender; however, the first one invested a much smaller amount ($495) than the second ($12,715).
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The costs are presented in US dollars using US$1 = 8.02 Bolivianos as the exchange rate. One of the service delivery units did not report its costs and so was not included when calculating the average.
Figure 1: Cost ratio according to compliance by accreditation unit
Annex 5 details the costs incurred by each unit and by type of spending. Workshops and meetings accounted for about half of all the costs. For service delivery units, the second highest cost was for implementing improvements in infrastructure, equipment, and furniture, whereas for management support units it was for implementing changes in policies and practices.
Annex 6 allocates the costs to four areas: Personnel time (an economic cost that does not represent a financial cost but rather an opportunity cost, since personnel invest time in this project instead of in other activities in the organization) Recurrent costs, which include purchase of desk materials for carrying out the activities Infrastructure, equipment and furniture (purchase of goods or improvement of facilities) IEC materials (printing and distribution of IEC materials).
As can be seen in the totals, both for service delivery units and management support units, the highest proportion is for opportunity costs (personnel time), although as might be expected, this is much greater for management support units (92%) than for service delivery units (49%). For service delivery units, the next highest costs were for infrastructure, equipment and furniture (26%) and recurrent expenses, such as office materials (21%).
At the beginning of implementation of the action plans, all organizations were sent IEC materials for their distribution to clients and to exhibit in waiting rooms and doctors' offices, and bibliographic support material for the concepts. No new IEC materials were produced; instead, copies were reproduced using existing materials. Reproduction and distribution costs were divided equally among organizations that received the material.
VI. DISSEMINATION AND UTILIZATION
Communication of the results took place at a National Certification Ceremony and at two dissemination workshops. Two hundred copies of the four implementation guides were printed for attendees at the National Certification Ceremony and for participants of both dissemination workshops. The second dissemination workshop also took place in April 2007. The aim of this one-day workshop was to present the results of the intervention and to promote participants' interest in replicating the experience. Representatives were invited from NGOs affiliated to the PROCOSI network interested in applying the strategy to be certified by the network. PROCOSI has committed to institutionalizing this certification process and has underlined the importance of the certification to be considered for proposals and activities within the network. Twenty-two participants from different NGOs attended.
The library (CEDOSI) and the PROCOSI website (www.procosi.org.bo) have made available the four reference guides that explain the certification strategy.
To further utilization of this gender and quality certification strategy, a training workshop for managers from organizations in different countries was held in Costa Rica in June 2007. To facilitate replication of the strategy, FRONTIERS is providing technical assistance for implementing the assessments and adapting the strategy to existing conditions at the participating organizations.
VII. CONCLUSIONS AND RECOMMENDATIONS
The evaluation of the gender and quality certification strategy allows us to make the following conclusions:
1. With regard to the interest of NGOs in testing and establishing systems to provide quality services with a gender perspective, slightly more than half (14) of the 26 units originally invited to participate in the project accepted the invitation and concluded the activity. This is despite not providing financial support for activities beyond the initial training, which suggests a definite and committed interest. However, a significant proportion of units could not have participated if no financing at all had been provided.
2. The evaluation confirmed that the NGOs can identify their lack of compliance with proposed standards of quality and gender; to do so, however, they need to use the instruments developed by FRONTIERS and PROCOSI rather than rely on the perceptions and opinions of members of their team since these give a far more lenient view of the real conditions for the service supplied.
3. Team members have no problems in proposing actions that will allow them to improve compliance with standards, and they are able to implement most or all of proposed actions.
4. Implementation of the actions identified by in-facility work teams improves compliance with gender and quality standards, according to objective measurements made with project instruments by external evaluators.
5. The certification strategy is more cost-effective than the previous approach to improving attention to gender. On average each service delivery unit spent $4,184 in implementing the activities and achieving their certification-less than one-fifth of the average cost observed in the previous project. Over half of the costs were opportunity costs resulting from the time used by the work team members.
Drawing from the lessons learned by implementing and evaluating this strategy, the following recommendations can be made concerning its future utilization:
Self-assessments carried out by organizations that seek accreditation are not always trustworthy, even when carried out with instruments specifically designed for this purpose. Assessments must be supervised by a person from outside the NGO that seeks certification. We recommend that a person who is not a member of the center's work team (for example, a supervisor from headquarters) be assigned to follow up self-assessment activities.
The external evaluation committee must be made up of people with an interest in maintaining the strategy in the future, and preferably by people within the same health network. The original intention to incorporate representatives of national and international organizations in the external evaluation committee did not work as they did not have enough time, but it is important to keep such people informed to enhance dissemination, create a professional climate, and increase the perceived value of the certification.
Health centers were more interested in receiving a plaque of merit to mount in their clinic than in carrying out a public certification ceremony. The bigger the plaque of merit the better, since it is a reminder of the efforts made as well as a means for the clients to be aware of the guarantee of quality offered by the organization.
When the first certification round is finished, the health network must ensure the continuity of future certification processes. In view of the success of NGOs that participated in this strategy, other PROCOSI affiliates have shown much interest in receiving certification. Although PROCOSI has assured them that it will maintain a strategy and continue certifying, a continuous process has not yet been established for future certifications, which might lead organizations that have already achieved certification to lose interest in further certification.
Annex 2: List of quality standards
Standards for management units
I Institutional Policies and Practices
I.1
The institution's policies include a declaration that promotes women's empowerment I.2
The institution's policies include a declaration that prohibits gender-based discrimination I.3
The institution's policies include a declaration that prohibits gender-based discrimination in terms of personnel promotion I.4
The institution's policies include a declaration that prohibits the abuse of power I.5
At least 80 percent of the personnel feel that the institution's managers are receptive to their opinions and suggestions I.6
At least 80 percent of the personnel feel that their recommendations are implemented I.7
At least 80 percent of the personnel feel motivated to offer opinions/suggestions I.8
At least 80 percent of the personnel feel that the institution has a collective and teamwork environment I.9
At least 80 percent of the personnel feel that the institution is receptive to explanations for leaving work when required by family reasons I.10 Less than 20 percent of the personnel feel that the institution gives preferential treatment to a particular sex The health center's policies include a declaration that prohibits gender-based discrimination I.3
The health center's policies include a declaration that prohibits gender-based discrimination in terms of personnel promotion I.4
The health center's policies include a declaration that prohibits the abuse of power in the health center I.5
At least 80 percent of the personnel feel that the health center's managers are receptive to their opinions and suggestions I.6
At least 80 percent of the personnel feel that the health center has a collective and teamwork environment I.9
At least 80 percent of the personnel feel that the health center is receptive to explanations for leaving work when required by family reasons I.10 Less than 20 percent of the personnel feel that the health center gives preferential treatment to a particular sex I.11 At least 50 percent of the sexual and reproductive health services are offered to couples I.12 The health center's policies include a declaration that establishes counseling services as institutional policy I.13 The health center does not require the partner's consent for any service I.14 There is a range of contraceptive methods according to the health center's norms
II
Provider practices
II.1 At least 80 percent of providers greet clients II.2
At least 80 percent of providers wear a visible nametag II.3
At least 80 percent of providers treat clients respectfully II.4
At least 80 percent of providers explore sexual and reproductive health topics during consultations II.5
At least 80 percent of providers explore aspects related to the client's sexual health II.6
Less than 20 percent of providers feel that RHS topics are not explored due to barriers II.7
At least 80 percent of providers use didactic material (drawings, pamphlets, flip-chart or other material) to reinforce explanations II.8
At least 80 percent of providers communicate with the client through simple language II.9
At least 80 percent of providers explain the details of the diagnosis II.10 At least 80 percent of providers explain treatment details to the clients II.11 At least 80 percent of providers look directly at the client while explaining the diagnosis or treatment II.12 At least 80 percent of providers ask the clients if she or he had questions or doubts II.13 At least 80 percent of providers answer questions or clear client's doubts II.14 At least 80 percent of providers explain what they do during a physical exam (including pelvic exam) II.15 At least 80 percent of providers provide information or educational materials (pamphlets, leaflets, or others) for the client to take home II.16 Less than 20 percent of providers say that there is more than half an hour waiting period between the moment the providers arrive to the health center, and the moment they begin attending clients II.17 Less than 20 percent of clients say that they waited more than 30 minutes to be received by the provider II. 18 IV.1 Less than 20 percent of clients say that they had gender-related problems in getting to the health center IV.2 The health center has resources to attend and entertain minors accompanying clients who go to the health center
The health center has worked on mechanisms to gather the opinions of clients on office hours and general client satisfaction V.2 The conditions of cleanliness and comfort are satisfactory V.3 Equipment is available and in good condition V.4 The health center ensures conditions for client confidentiality and privacy V.5 The health center has enough seats for clients in waiting area V.6 At least 80 percent of the clients feel comfortable talking with providers V.7 At least 80 percent of the clients feel comfortable asking questions to providers V.8 At least 80 percent of the clients consider that time with service provider was sufficient V.9
At least 80 percent of the clients say that they were well treated by the health center's personnel V.10 At least 80 percent of the clients were received by a provider of their preference (male or female) V.11 At least 80 percent of the clients consider that the health center's service hours fit into the clients' needs (gender related)
VI
Use of gendered language
VI.1 Non-discriminatory language is used VI.2 Inclusive language is used VII Information, education, communication, and training
The health center has IEC and training material with information on sexual and reproductive rights, client rights, and women's rights VII.2 The health center has IEC and training materials with information on sexual and reproductive health VII.3 The health center has visual and/or accessible information about services, service hours, and costs VII.4 The health center carries out educational activities for clients in waiting area
VIII Monitoring and evaluation
VIII.1
The health center has a mechanism to establish programmatic changes on the basis of information obtained from clients 
